A 58-year-old woman with a history of obesity and a previous Roux-en-Y gastric bypass underwent a recent laparoscopic cholecystectomy, complicated by a bile leak at the duct of Luschka, for which she underwent laparoscopic-assisted ERCP with placement of a 10F × 5-cm biliary stent (Boston Scientific, Marlborough, Mass). A 20F gastrostomy tube (G tube) was placed into the excluded stomach to allow future access to the biliary stent. Four weeks later, the patient presented for an outpatient ERCP for biliary stent removal ([Video 1](#mmc1){ref-type="supplementary-material"}, available online at [www.VideoGIE.org](http://www.videogie.org){#intref0010}).

Under fluoroscopic guidance, a 0.035-inch guidewire was advanced through the G tube into the excluded stomach, and the gastrostomy tube was removed. The G tube tract was then dilated with a balloon to 15 mm ([Fig. 1](#fig1){ref-type="fig"}A), but we still could not pass the 41.1F duodenoscope (TJF-Q180V, Olympus America, Center Valley, Penn) through the tract. We did not believe that dilation greater than 15 mm could be performed safely. A 16F endoscope (GIF-XP190N, Olympus America) was then used to traverse the G tube tract, which appeared fibrotic, and the endoscope was advanced to the second portion of the duodenum, where the old biliary stent was seen protruding through the ampulla ([Fig. 1](#fig1){ref-type="fig"}B). At that point, the guidewire was advanced into the duodenum, and the 16F endoscope was exchanged. A 23-mm × 105-mm fully covered esophageal stent was then placed across the G tube tract ([Fig. 1](#fig1){ref-type="fig"}C). After placement of the esophageal stent, the tract was dilated serially to 18 mm, 19 mm, and 20 mm ([Fig. 1](#fig1){ref-type="fig"}D). The decision was made to dilate the lumen of the esophageal stent, which would allow further dilation without disruption of the tract formed between the gastric wall and the abdominal wall. After dilation through the esophageal stent lumen, the duodenoscope was advanced to the second portion of the duodenum. The biliary stent was completely removed with a snare ([Fig. 1](#fig1){ref-type="fig"}E). A cholangiogram showed no further bile leak ([Fig. 1](#fig1){ref-type="fig"}F). Finally, the duodenoscope and esophageal stent were removed, and the G tube tract was sterilized and covered with dressing.Figure 1**A,** Balloon dilation up to 15 mm of the fibrotic gastrostomy tube tract. **B,** Old biliary stent protruding through the ampulla in second portion of the duodenum. **C,** Fully covered esophageal stent deployed across gastrostomy tube tract. **D,** Balloon dilation up to 20 mm of the gastrostomy tube tract through esophageal stent. **E,** Successful removal of biliary stent. **F,** Cholangiogram with no further bile leak.

The patient was doing well with no adverse events at her 1-week follow-up clinic visit. This case demonstrates a novel endoscopic technique to allow for a repeated ERCP for biliary stent retrieval and for performance of an occlusive cholangiogram while preventing a second laparoscopic procedure.
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Video 1Stepwise approach to removal of biliary stent by use of a fully covered esophageal stent followed by balloon dilation through the fibrotic gastrostomy tube tract in the remnant stomach in a patient with Roux-en-Y gastric bypass.Video Script

Written transcript of the video audio is available online at [www.VideoGIE.org](http://www.VideoGIE.org){#intref0015}.
